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Abstract
A review of 46 studiss clearly dsmonstrates that sexusally sbused ehil#nn have
mors symptonms than non-abused children, with abuse accounting for 15 to 43
percent of the variance. Fasrs, post-trsumstic stress disorder (PTSD),
behavior problems, ssxualizes behaviors and poor sslf-esteen occur most
frequently among a long list of synptons noted, but mno ons syspton
characterizes a majority of sexually asbused children. Soas symptoms are
spscific to certain ages, and approximatsly ons-third of victims have no
symptons. Penetration, duration and fraquency of the abuse, force,
relationship of the perpetrator to the child, and matarnal suppor. “fect the
degres of symptomatology. About two-thirds of ths victimized children show
recovery during the first 12 to 18 months. The findings suggest the absence
of any specific "sexuslly-abused-child syndrome" and no single traumatizing
process. The naed for theory testing and methodological dovelopment is

emphasized.
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The Ispact of Sexual Abuse on Children: A Rsviev
snd Synthasis of Recent Bupirical Studiss

Until recently the literature on ths impast of child sexusl abuse has
consisted disproportionataly of retrospsctive studies of adults. For sxanple,
a videly citsd reviev (Browne & Finkelhor, 1986) based ics conclusions on only
four studies of children, compared to 23 studies of adults. Not surprisingly,
sost revisws have combined studiss on both groups, since ressarch focusing on
children was rars.

In the period since 1985, thers has been an explosion in the number of
studies that concentrate specifically on sexually abused children. Some
studies even focus on specific types of child victims, such as preschoolers,

boys, or victims of ritualistic abuse. This literature on child victims is

Firsc, it

distinct in sevsral important ways from the research on adults.
often uses different msthodologies, many times relying on reports of parents

or clinicians rather than on self reports. In addition, these studies oftesn

svaluats specifically child-oriented symptoms, such as regressive behavior.
These methodologies and the concentration on child-oriented symptoms makes
this research more relevant to intervention and treatment with children, as
trestment implications for children were difficulc to sxtrapolate from the
research on the effects of sexual abuse on adults.

Rasearch on children allows for a developmental perspective and includes
the first efforts at longitudinal studies of sexual sbuse victims. This
literaturs also has important relevance to other theory and research
concerning how children process trausa: for exasple, how trauma aXprasses
{tself at various developmental stages, its role in the development of later

psychopathology, and the mediating effects of important factors Such as

4
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fanilial and coomunity support. Thersfors, ressarch on the effect of sexual
abuse on children 1s a literaturs u cthy of a specific reviev,

This paper will undertaks such s rsview: 1) to bring together licerature
from & broad spectrun of fields including medicins, socisl work, psychology,
and sociology; 2) highlight areas where there is agreemsnt and disagressent
i{n firdings; 3) draw conclusions that may be useful for clinicians currently
wvorking with child victims and researchers studying thii problem; and 4)

suggest directions for futurs research and theory.

Domain

For the present review, we included studies of child victims (See Note
1) of sexual abuse, where all subjects ware 18 years of age or younger (See
Appendix). All of these studies reported quantitative results of at least one
of the following types: a comparisen of sexually abused children with
nonabused children or norms (clinical and/or nonclinical), or tae percentage
of victims who manifested soms symptom. Certain other studies that did not
contein these types of data, yet included other relsvant data on intervening
variables or longitudinal findings, ere not listed in the Appendix but are
referenced in the appropriate sections. The majority were published within
the past five ysars. Since thers has besn so much research activity on this
topic in the past few years, we also included some unpublished material (most
of the manuscripts are currently undar ‘ravicv), located through researchesrs
wvho specialize in ressarch in this area. While ve undoubtedly missed some
articles, we are confident that we were nblc‘ to locate most of them becsuse
of the network of ressarchers we contacted.

Excluded from the present reviev were non-quantitative or case studies;

studies of sexual abuse victims only within a spscial population (such as

J
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runsvays, teen prosticutes, or in ons case, subjects referred through s
pedophile orgsnization); and studies that involved both advlt and child
victins (e.g., ages 15 to 43).

The studies used sanples from several diffsrant sources, but primarily
drev from saxual abuss svaluation or tresatment prograns. Soms Tecruited froa
specific subgroups of victims, such as sex-ring or day-care victins. 4{sat
studies combined victims of intra- and extrafamilial abuse. The samples also
included & wide variety of ages, covering the entirs spectrnua from preschool
to adolescence. The sample sizes ranged from very small (N=-8) to large

(N~369), with the majority betwsen 25 to 50 children. Approximately half (55

percent) of the studies used comparison groups, and six hed both nonabused

e¢linical and nonabused nonclinical controls. This is a sajor improvement over

studiss conducted even 10 years ago. The studies used a variety of sources

for assessoent including parent report, chart reviev, clinician report and

children's self rsporc.
In reviswing these studiess, we first looked at ths findings with regard
to symptoms, and then at intervening variables affecting these symptoms. We

studies thus far

then paid particular actention to the longitudinal

undertaken. Finally, we drew conclusions for theory and future resesrch.

Compar{son of Abused and Nonabused Children
The studies that compared sexually abused children to monabused clinical
or nonclinical children (or norms) have examined a wide range of symptoms.

Table 1 groups these symptoms together under major headings.

Insert Table 1 about here

Effacts of Saxual Adbuss
]

By far the most commonly studied sywptens vas sexuslized bshavior, often

considered ths most characteristic symsptom of sexual abusa. Sexualized

behavior usually includes such things as ssxualized play with dolls, putting
objects into anuses or vaginas, sxcsssivs or public masturbation, saductive
behavior, requssting sexual stisulation from adults or other children, and
age-insppropriate sexual knovledge (Baitchman, Zucksr, Hood, daCosta, & Akman,
1991). Other symptoms that appeared in many studies included anxiety,
depression, withdrawn behavior, scmatic complaints, aggression, and school
problems (See Columm 1). (Note that the nusbers in columns 2 through 4 do not
necessarily add up to the nusber in column 1 bscause column 1 includes some
studies citing only the percentage of children with symptonms.)

Colusn 2 shovs the nunber of studies where sexuslly abused children vers
mors symptomatic than their nonsbused counterparts. The dencainator was tha

number of studies that mads this comparison. For many syr toms, all of the

studies that made such a comparison found a difference. These symptoms are

fear, nightmares, general post-traumatic stress disorder (PTSD), withdrawm

behavior, neurotic mental {llness, cruslty, dslinquenecy, saxually

inappropriate behavior, regressive behavior (including enuresis, sncopresis,

tantrums, and whining), running away, genersl behavior problems, self-

injurious behavior, internalizing and externalizing (see Note 2). The symptem

with the lowsst percentage of studies which found a difference (besides

suicidal bshavior, only one study) vas poor self-esteen (50 percent). This

may be in part becsuse poor self-esteen is so common and has so many possibia
causes, It may also be because this sysptom was the one most fresquently
measured by child self-report, a method that may undersstimate pathology (ses

section on methodological issues). Nonestheless, for slmost every symptom

7
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exssined, including self-astees, most studies found sexually abused children
mors sysptomatic than their ron-sbused counterparts.

The cosparison betwsen sexually sbused children and other glinical, non-
abused childrsn (i.s., children in treatment), however, tells & different

story (Columns 3, & and 5). For most symptoms msasured, sexually abused
children were sctually less sysptomacic than thase clinical children in the
majority of the studies. For only two symptonms werse sexually abused children
consistently more symptomatic than nonabused clinical children: PISD (just one
study) and sexualized behavior (six out of eight). Thus, sexually abused
children generally appearsd to be less synptomatic than their nonabused
clinical counterparts except in regard zo sexualized behavior and PTSD. These
results mrist be understood, though, in the light of two features of the
elinical comparison groups which with abused children ars ofts- compared.
First, most clinical comparison groups of so-callsd nonabused children
probably actually do contain child~en whose abuse simply has not yet been
discovered. Using these groups, the comparison {s not a true abused vs. non-
abused comparison. Second, clinical comparison groups gensrally contain many
children who are referred primarily because of their symptomatiec beshavior.
Naturally these children will likely bes more sysptomatic than children
referred not becauss of s:-aptoms, but because of somsthing done to them (i.s.,
abuse). Thus, the lower lesvels of symptoms in sexually abused children may
say mors about the cliical comparisons than about the sexually abused children
thenselves.

For a synthesis of findings such as in Tsble 1, a comparison of effect
sizes would ordinarily be preferable to the so-.called simple “"box score®
Unfortunately, most of the studies reviewed here did not

approach used.

present data in a form smenabls to the calculation of effect sizes. We vere,

Effects of Sexual Abuse
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howsver, able to calculate effect sizes (Table 2) for ssven symptoms vhers
snough studies had provided sdequats information for a comparison of abused
and ponsbused nopslirical children (a1l between-groups comparisons; See Notes
3 and 4). The symptomss wers snxierty, saxualized behavior, depression,
withdraval, aggression, internalizing, and sxternalizing.

Insert Table 2 about here

Table 2 shovs that sexual sbuse status alons accounted for a very large
percentsge of the varisnce for all seven symptoms, vith the sexually abused
children manifesting significantly more of all these symptoms. Ths highest
offect sizes (ata's) were for the acting out bshaviors such as sexusligzed
beshaviors and aggression. Sexual abuse status accounted for 43 percent of the
variance for thess two behaviors and 32 percent of the variance for
externalizing. While & large effect size {s not nscessarily surprising for
sexualized behavior, it is for mors global sywptoms such as aggression and
externalizing, which could have a variety of underlying causes.

Sexual sbuse stetus also accounted for a large psrcentage of the variance
(35 to 38 percent) for the internalizing behaviors--intermalizing, dapression,

and withdrawal. The smallest percentage of variance sccounted for was for

anxiety, 15 percenc, but sven this is a large effect.

Overall, the fresults of effect size snslysis support the earlier
conclusion that baing sexually abused {s strongly related to soms sysptons

spscific to sexual abuge, such as sexualized bahavior, as well as a range of

global symptoms such as depression, aggression, and withdraval.

Nor.atheless, sexually abused children did not appear to be more symptomatic

zore
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then are other clinical children, except in the case of PISD and sexualized

behavior.

Percentage of Victinms with Symptoms
Many researchsrs simply report whether sexually abused children are aore

synptopatic than non-abused children. Yet it is also isportant to lmow the

actual percentage of victims with sach syuptom. Sops symptoms may occur more
often in sexually-sbused than nonabused childrem, but occur so rarely that
they are of little concim for the majority of children in treatment. The
actual frequency of such sysptoms in the population of sbused children can be
an important guide to clinicians in diagnosis and treatment. Further, this
information s helpful for clinicisns and researchers who may want to
anticipate ths conssquences of abuse, or dsvelop theory about the process of

recovery from abuse. In Table 3, ve have synthesized information about thase

frequencies.

The range of children with sach symptom varied widely from study to
study, vhich {s not unusual given the heterogeneity of sources. So, for sach
symptom, we calculated a weightad average across all studies, dividing the

totsl number of children with a symptom by the total munber of children in all

the studies reporting on that symptom.

Insert Table 3 about here

Across all studies., the percentags of victims with a particular symptom

{s mostly betvean 20 to 30 psrcent. It is important to note that theres 1is no

syoptom sanifested by a msjority of victims with the exception of FPTSD.

Hovever, there have been relatively few studies of FISD, and half the children

U

' assessment.

13 to 18 years), and mixed age groups (s.g., 3 to 17).
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included in this calculation warse victims of sevars ritualistic abuse from los
Angeles-area daycars cases (Kelly, in press a), thus inflating the pexcantags,
If wva exenpt these unusually seversly abused children, the sverage pexcentage
of victims with sysptoas of PTSD would bs 32 psrcent, near the level of other
frequently occurring symptoms such as poor self estasn (35 percent),
proniscuity (38 percent), and general bshavior problems (37 psrcent). Sincs
a large mumber of studies used the Child‘lduvlor Checklist (CBCL), ws alse
calculated the percentage of children in tha clinical rsnge (or vith "elevated
scorss®) for internslizing and externalizing sysptosatology.

Overall, the percentage of victims with the various symptoms may seen low

to those with a clinical perspsctive. Part of the problem with the analysis

of these composite percentages is that many of the symptons did mnot occur

uniformly across all age groups. We, therefore, rs-sxamined the veigheed

' percentages presented in Table 4, grouped by the age of cthe child at

Percentages vers calculated for preschool (approximately 0 to 6

| years), school-age (approxinately 7 to 12 years), adolescents (approximately

The ages reportsd in

different studies varied and overlapped a bit from these guidelines, but by

and large fell within these ranges. From a dsvelopmental standpoint, vs

should emphasize that these are very crude cuts across large developmental
pericds. Further, they represent age at the tims of report, not at the age
there s no control for the

of onset or snd of moleststion. In addition,

context in vhich the abusa occurred or the variables that mediated the sffects

of that abuss.

Insert Table & about here
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Aga_and Davelosmantal Differsniss

The results of this snalysis (Table 64) shov striking developmental

patterns, Studios with mixed ags vanges have the lowast percentages of

vietims with sysptoms, and this effect appearsd across the board. By contrast,
when children ars re-groupsd by age, they appear to be more syzptomatic then
wvhen they wure combined in one large ags group.

For preschuolers, tha most common SYZpLoms wvers snxiety, nightmaras,
gensral PTSD, internalizing, sxternalizing, and inappropriate sexual bshavior.

For school-ags children, the most common Symptoms included fear, neurotic and

school problems,

mental 1llness, aggression, nightuares,

genaral

For adolescents, the most common

hyperactivity, and regressive tshavior.

behaviors vere deprassion, wittdrawn, suicidal er self-injurious behaviors,
sonatic complaints, {llegal acts rumning avsy and sutstance sbuss. Among the
synptons that sppeared prominently Jor more than one age group are nightmares,
neurotic mental illnass, aggression and

depression, withdrawn behavior,

regressive bshavior.
To date, the majority of data on the effects of sexual abuse on children
have been collected cross-sectionally, with data being collected only once per

Nsvertheless, from this cross-sectional data it 1is possible to

hypothesize some davelopmental trajectories of changss in symptomatology. The

question remains, however, as to whether these changes in symptomstology will

occur within a given child at different stages or if they represent
developmental changes in response to sexual abuse at the time of report.
Depression appears to bs s particularly robust symptom across age groups,
and is also ons that appears frequently in adults molested as children
(McGrath, Keita, Strickland, & Russo, 1990). School and learning problems are

also fairly prominent for all three age groups, especially among school-age

1

.
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children and adolescents. This is a symptom that would not appear for sdults,
but could bs parallel te sxployment difficulties for adults sincs both are
structured environments ths person must rsport to every day, and both requirs
squivalent types of skills.

Behavior labsled as anti-social in preschool- and school-age children
might be lsbalsd as illegal acts in adolescents. Similarly, the results of
our analysis and s recent reviev by Beitchman, et al. (1991) indicate that
sexualized behaviors msy be a prosinent symptom for preschool-ags children,
submsrge during latency (or the school-age period), and re-emergs during
adolescence as promiscuity, prostitution, or sexual aggression. These same
symptoms :.ght manifsst theaselves as sexual dysfunctions or sex offending in
adulthood, although this has yet to be demonstrated empirically.

The results presented on Table 4 suggest that much synptomatology is
developmentally specific, and that generalizing across large age groups
distorts the patterns. Fortunatesly, this is more & problen of data analysis
and presentation of findings than it is of data collection, 30 future research
should be able to address this issue. Developmental theory and suggestions

for future research ars described in the Discussion section.

Asymptomstic Children
In addition to the percentage of children with specific symptoms, another
important statistic is the percentage of children with ng symptons. This
figure has important clinicsl implicati:ns concerning the group of children
for whom the impact of abuse may be muted or masked. Unfortunately, few

investigators report on such "asymptomatic children,® perhaps out of concern

that such figures might be misinterpreted or misused.

13
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Nonetheless, when investigators have made such asr’mates, they have found
s substantial snd, perhaps to soms, surprising proportion of the victims to
be free of ths symptoms being msasured. For example, Caffaro-Rouget, Lang and
vanSanten (1989) found that 49 percent were ssymptomatic at their assessmsnt
at a pediatric axam. Manrarino and Cohen (1986) found that 31 percent were
syapton free, and Tong, Oates and McDowell (1987) found that 36 percent were
within the "normal® range on the Child Behavior Checklist. Finally, Conte and
Schuerman (1987b) indicated that 21 percent of their large sample appeared to
have had no symptoms ac al’, even though their asssssmsnt included both very
spacific and broad items such as "fearful of abuse stisuli” and "emotional
upsat.”

There are several possible explanations for vhy so many children appeared
to be asymptomatic. The first possibility is that the studies have not
fncluded msasurss of all sppropriste symptoms or they were not using sensitive
anough instruments. Most individual studias only exanined a limited range of
possibls effects. So some of the asysptomatic children may be symptomatic on
dimensions that ares not baing measured.

Anothar possibility is that asysptomatic children ars those vho have yet
to manifest their symptoms. This could be either because they ars effective
at suppressing tham or have not processed thair experiences, and that the true
traumatization occurs at subsequent developmental stages, when the children's
victim status comes to have mors meaning or consequences for them (Berliner,
in press). We would aexpsct thess children to manifest symptoms later on. In
one study that supports this interpretation (Gomes -Schwartz, Horowitz,
Cardarslli & Sauzier, 1990), the asymptomatic children were the ones most
1ikely to worsen by the time of ths 18-month follow up: 30 percent of them

To date, no one has replicated this finding, however.

14

developed symptoms.
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A final explanation i{s that parhaps asymptomatic children are truly less
affacted. Rassarch indeed suggests there 1is a realacionship bdatween ths
seriousness and duration of the abuss and the amount of impact (sse balow),
The asysptonatic children might be those vith the least dasaging abuse. They
nay also be the most resilient children: ths onss vith the most psychological,

social, and treatment resources to cope with the abuse.

All thres explanations may in fact be sisultanecusly correct.
Unfortunately, the {ssus of asymptomatic children has besn paripheral until

recently. Too few studies have even mentioned the issus, and fewer still have

looked at tha correlates of being “"symptom-free.” Future studiss nesd to
address this issue more fully, not as a sidebar of unusual findings, but as

a central topic in its own right.

Intsrvaning Variables
Many studies (25 of the 46 ws reviewed) have tried to account for
variations Zn the children's symptomatology by axamining characteristics of
the abuse experience. For some of these variables, Table 5 speaks for itself,

but the variables with contradictory or corfusing results are -{scussed bslow.

Insart Table 5 about here

Age at the tine of assessmsnt has been the most commonly considsxed
{ntervening variabla. The majority of studies indicated that children vho ara
older at the time of assessment appearad to be mors symptomatic than ‘those who
are younger. However, most of these studies did not conmtrol for the effact
of duration (thoss vho sre older may have had longer molestations), identity

of the perpetrator (intrafamilial perpetrators may have been sble to continue

{ i
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the abuse for a longer tims), or sevarity of the molestation (older victims
msy have experisnced more ssvers sexusl acts). Thres studies found mno
significant differsnces depending on age at tims of assessuent (Einbender &
Friedrich, 1989:; Friedrich, Urquiza & Beilke, 1986; Kolko, Moser & Weldy,
1988); ons study found that younger children were more symptomatic {(Volfe,
Centile & Volfe, 1989); and one found a curvilinear relationship batween age
and syoptosatelogy, with the middle age range being more symptomatic (Gomes-
Schwartz, Horovitz & Sauzier, 1985). Vhile the dats appear to indicate
roughly that older children are more negatively affected, these resulcs should

be interpreted with caution because of the lack of control over other relevant

variables,

Age of onset is another possible intervening varisble. Only ons study
found that age of onset vas related to symptoms, howsver, showing that those
wich early age of onset were more likely to manifest symptoms of pathology

(Zivney, Nash & Hulsey, 1988). Two other studies found no difference in level

of pathology for early versus “ste age of onsat. By and large, it appears
that age of onset must be fit into a total conceptual modsl of molestation.
There has not been sufficient research done to varrant any conclusions about
wvhether early versus late age of onset .is more likely to lsad to greater
sysptomatology. Age of onset might bs related more to other characteristics
of the abuse (such as identity of the perpetrator) than it is to overell
number and severity of symptoms. Although the relation of ;50 of onsat to
syaptomatology in children is not clear at this tims, two recent studies have

found that an esrly age of onset is relatsd to amnesia among adult survivors

(Briere & Conte, 1989) and to a lats presentation into treatment (Kendall-

Tackett, 1991a).

'6

Effects of Sexual Abun
16

With regard to sex of the subject, fev studies have found consistent
differences in the reaction of boys and girls to moleststion. Even the videly
cited finding that boys tend to hsve more axternalizing and girls wmors

internalizing symptoms (Friedrich, Beilke & Urquiza, 1988) has net been

consistently replicated. MNorsover, the majority of ths studies shoving

differences on one or two dimsnsions found similsrity on most dimensions.
This absence of comsisctent gender differences 1s all the more interesting in
that girls are more likely to suffer intrafamilial sbuse, wvhich has been
associsted vith mors severs effescts (Finkalhor, Hotaling, levis & Saith,
1990). The lack of mors systematic attention to gender differsnces say bs due
in part to the small number of male victims in most studies, and the

possibility that dus to bias in the identification of male victims only the

most symptomatic boys end up in clinical samples. It may also be dus to the

fact that comparison of males and females has produced too few interesting
researchers to place them in center focus.

differences to motivate

Neverths'sss, researchers should address tha issus of sex of the victiss in

future reports.

The majority of studies did find that penstration (oral, ansl, or
vaginal) influsnced impsct of sexual abuse, but most studies differed in their
sons of the

definitions of "severity.” To furthsr add to the confusion,

studies added together all the sexual acts that & victin expsrienced, and
therefore their indices of severity included the scvarity as well as the
nmmber of sexusl acts. Even with all these variations, {t appesred that
molestations that contained some form of penetration wers mors liksly to
produce symptoms than molestations that did not.

Identity of the perpetrator is another fsctor tiat has been related to

impact of abuse. The weight of the evidence indicatad that a perpstrator vho

17
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{s "close” to the victinm csuses more sericus effects than ons vho is less
close. To date, thers does not appear to be a uniform coding schems for
*closenass,® howsver, as illustrated by conflicting practices in whether
fathers and stepfathers are coded in the ssme category. Future research
should try to dstermins & msasure of emotional closenass or dezies of
caretaking responsibility rather than relying on the kinship label of

perpetrator-victin relationship.

On a sinilar note, the impact of the mmber of psrpetrators is not clesr.
The number of perpetrators was positively correlated with number of symptoms
{n one study, negatively correlated with number of symptoms in another, and

not correlated with symptons in snother. Future research should address this

-

issue.

Time slapsed since the last abusive incident and assessment is a variable
vith intuitive sppsal, but it has been exanined in very few studies. Only 55
percent of studies in the present reviev even bothersd to mention time
slapsed, and it can vary from & few days to several ysars. Only three studies
have sxanined the possible relationship betwsen tims elapsed and impact of
abuse. In ons study (Friedrich, Urquiza & Beilke, 1986), children became less
symptomatic over tims, while in two other studies (McLeer, Dablinger, Atkins,
Foa & Ralphe, 1988; Wolfe, et al., 1989) it sade no difference. It appesrs
to be too sarly to decide if time elapsed is correlated with number of
synptoms. Therefore, we should find out more about this variable before ve
assume that it makes no diffsrence.

In summary, the findings of the various studies reviewed indicatesd that
solestations that include a close perpestrator; high frequancy of sexual

contact; long duration; use of force; sexual acts that include oral, anal or

vaginal penstration lead to a greater number of symptoms for victims.

18
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Similarly, as all the studies that included thase variables indicated, lack
of maternal support at tims of disclosurs snd a victiam's nsgative outlook or
coping style also led to increased symptoms. The influsnce of age at time of
assessmant, age at onsst, number of perpstrators, and tims slapsed batwesn the
end of abuss and assessment is still scmewhat unclear st the present tims and

should be includsd in future studies on ths impact of intervening variables.

1t should be kept in mind when interprsting these findings that certain
intervening varisbles ars highly correlated. For exampls, intrafanilial abusse
nornally goes on over a longer peried of tise and involves more serious kinds
of sexual activity. These types of natural confounds make it difficult to
fully analyze the independent effects of intervoning varisbles, especially
since very few studies include more than ons or two, and almost no one
statistically controls for the effects of these variables. Future ressarch

should also include a mors systematic tabulation of these variables.

Longitudinal Studies

Perhaps the single most encouraging development in the field has been the
appearance of longitudinal studies (Eentovim, venElberg & Boston, 1988; Conts,
1991; Evarson, Hunter & Runyan, 1991; Friedrich & Reams, 1987; Gomeg-Schwartz,
Horowitz, Cardarelli & Sauzier, 1990; Goodman, Taub, Jones, England, Port,
Rudy & Prado, in press; Hewitt & Friedrich, 1991; Mannarino, Cohen, Smith &
Moore-Motily, in press; Runyan, Everson, Edslson, Hunter & Coulter, 1988;
Waterman, in press; Valliers, Bybes & Mowbray, 1988). Most of thess follow-
ups have been for approximately 12 to 18 months, with a few ranging from 2 to
5 years (Bentovim, vanElberg & Boston, 1988; Waterman, in peess). These

studies allowed s perspsctive on two important issuss: 1) what is the course

of symptomatology over time, and 2) what contributss to recovery?

19




Effects of Sexual Abuse

19
The picturs provided by the longitudinal studies is tentative, but soms
gensralizations are possible. Overall, sysptoms seem to abate with time. The

pattern of recovery is different for different symptoms, and sose childran

sctually appear to worsen.
Abatepent of Symotons

Abatensnt of symptoms has nov besn demonstrated in at leasc seven
longitudinal studies covering all age groups (Gomas-Schwartz, et al., 1990;
Runyan, et al., 1988; Conte, 1991; Bentovim, et al., 1988; Hewitt & Friedrich,
1991: Goodman, at al., in press; Mannarino, et al., in press) For example,

Comes-Schvartz, e al., (1990) noted substantial diminution of emotional
distress in 55 percent of the victims (mixed-ag group) over 18 months. In
Bentovim, et al. (1988), social workers evaluated improvement in the level of

sycptoas of 61 percent of the children. Mewitt and Frisdrich (1991) noted
that 65 percant of preschool-age children improved over a period of one year.
About two-thirds of sven the ritualistically abused preschoolers, who were
initially in the clinical range on the Child Behavior Chacklist (CBCL)

(Watsrman, in press), had moved back into the normal rangs upon follow up.

Nonethsless, there is a sizeable group of children who appeared to get

worse: anyvhare from 10 to 24 percent {Bencovim, et al., 1988 (10 percent);

Gones -Schwartz, et el., 1990 (25 por.:cont); Hewitt & Friedrich, 1991 (18
percent); Runyan, et al., 1988 (16 percent)]. Some of these wers children who
had none of the symptons messured at the time of initial assessment (Gomes-
Schwartz, et sl., 1990).

Some investigators have also noted a pattern of which syosptons tend to
abata. Gomes-Schwartz, et al. (1988) found that signs of anxiety (e.g. sleep
problems, or fears of the offender) wers most likely to disappesr, while signs

of aggressivensss (such as fighting with siblings) tended to persist or
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worsen. This was consistent with Msmnarino, et al.’'s (in press) finding of
a significant reduction over tims in the intermalizing tuct not the
externalizing scales of the CBCL. The othsr pattern which may incroese over
tine, at least for the under-12 group, is sexual precccupations (Gowss-

Schwartz, et al., 1990; Friedrich & Reams, 1987). It is not entirely clear

vhat this symptom abatement implies. While soms syasptoms Ray be mors
transisnt than others, it doss not necesssrily mesn that underlying trauma is
resolved, perhaps only that overt manifestations of more easily mansked.
Moreover, these changes msy have less to do with abatement of traums than
developmental changes in symptomatology, vith children at each age sanifescing
differsnt types of symptoms.

There is a long list of correlates of improvement over time, but few of
these findings have besn demonstrated by more than one study. No study has
found age to be strongly correlated with rscovery, although Goodman et al. (in
press) found that 6 to 11 yesr olds recoversd most quickly in the very short
term (3 months after the trial). Neither gender (Gomas-Schwartz, et sl.,
1990; Goodman, et al., in press), nor race and SES (Gomes-Schvartz, st al.,
1990) have been factors in recovery. Children, who wers also the most
disturbed at the time of first assessment, have besen found to maks the most
recovery (Gomes-Schwartz, et al., 1990), bue this may be an artifact.
Family and Treatment Varisblea

A key variable in recovery was family support, dﬂ'nonunud by ssveral
studies. Children who had maternsl support recovered more quickly (Everson,
et al., 1991; Goodman, et al., in press). MNaternal support was denonstrated
through belisving the child and acting in s protsctive way tovard the child.

Waterman (in press) found the least symptomatic children at five years after
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disclosure wers those wvnose mothers were most supportive and whose families
had less strain, enseshment and expressions of anger.

Intsrestingly, the effect of the: py has not besn extensivaly sxamined.
In ons study (Comexz-Schwarz, et al., 1990), all clients receivad crisis
{ntervention through the research project. Approxisately 35% sought long-tern
therapy. Only 15I of subjects had received therapy in the specialized progran
run by the research tesa. These shoved the greatest amount of recovery.
Those vho received therapy in the community at large (20% of subjects) did not
appear to recover as well. The authors d1d not elaborate on the type of long-
term therapy that clients receivad either through the raszarchers’' proogram
or in the compunity at largs, however, Goodman, et al. {in press) found
psychological counseling unrelated to improvemsnt. But again, clients sought

therapy in the outside community snd thers was no control for the types of
quality of the therapy they received.
Couxt Involvamant

The impact of court-involvement and testimony has also been a focus of

gaveral of tha longitudinal studies becauss of the intense public peolicy

dabate surrounding this issue. In one study (Goodman, et al., in press),

children involved in court proceedings were glower to recover over both & 7-
and an 1l-month period than were children not involved in court. Recovery was
particularly impedsd among children who had to testify on multiple occasions,
who were afraid of their perpetrators, and who testified in cases whers there
was no other corroborating evidence. The outcems of the trial {conviction or
acquittal of the perpstrator) made no independent contribution, mor did the
nunber of times that the child was interviewved.

Runyan, et al. (1988) had more mixed findings with regard to the impact

The children with slower recovery in this study were

2
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those vho vers involved in a criminal case that was still not resolved five

sonths after the inicial evaluation. Howsver, those vhoss cases had
terninated more quickly with a conviction or plea bargsin rscoversd just se
quickly as those with no court involvesent at all. In fact, those children
who testified in juvenile court proceedings recoversd mors quickly. However,
in a follow-up of adolescents from the same stud;, Everson, et al, (1991)
found that having to testify on multiple occasions causes negative affects,
thus concurring with the findings of Goodasn, et sl. (in press).

Although the longitudinal studies shoved the risks involved in testimony,
st lesst one cross-ssctionsl study confirmsd that testisony in protected court
settings can mitigats traums. In this study of victims abused in day care,
children who testified via closed-circuit television, videotaped testimony or
{n closed courtrooms suffered fswer syuptoms of msladjustment than did the
children who testified in open court (Williass, 1991).

Overall, the ressarch to date indicated that criminal court involvement
poses more risks than benefits to children's recovery, at least in the short
run. But the risks have been specifically associated vith certain aspects of
court-involvsment that can be medified or aveided. For exampls, negative
impact can bs.lessenad by resolving cases quickly, by preventing s child from
having to testify on multiple occasions, and by not requiring a frightened
child to face s defendant. Thus while the Tesasrch urges caution, it cannot

be interpretsd as a catcgoricnl argunsnt sgainst the prosecution of sexual
sbuse.
Revictimization

The follow-up studies lend an important perspective to the question of
whether abuse victims were reabused in the ysar or two after disclosure. Most

studies showed the rates to be between 6 and 19 percent [Bentovim, et al.,
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1988 (16 percent); Daro, 1988 (19 percent); Gomes-Schwartz, et al., 1990 (6
percant)], with follov up ranging from 18 months to five years. Daro (1988)
points out that the reabuss rate for sexually sbused children in her study (19
percent) was still substantially lower than the resbuss rats for victims of
neglect or smotional sbuss.

In sumsary, in the first ysar or ysar and a half after disclosure, one

half to twvo-thirds of all children becane less sysptomatic, whilse 10 to 24
Six to nineteen psrcent sxperianced additional sexusl

while

parcsnt bacoms mors so.

abuss. Fears and sosatic sywptoms abated the most quickly,
aggressiveness and sexual praoccupations wers the most likely to remsin or
increass. Children's recovery is clearly assisted by s supportive family

environmsnt, and certain kinds of court sxperiences delay recovery.

Digcussion
The present roview confirms the general impression that the i{mpact of
sexual abuse is serious and can manifest 1itself in a wide variety of
symptomatic and pathological behsviors. There is virtually no gensral domain
of symptomatology that has not bean associated with a history of sexual abuse.
Age and a variety of sbuse-related factors can affect both the nature and the
ssverity of symptons. Howsver, soma sexually abused children may also sppear

Indeed, approximately one third of sexually

sbused children fall into this category. These findings have a number of

{mportant implications for theory development.
Care -sympton Theories
The first, and perhaps most important, implication is the apparent lack

of svidence for a conspicuous a child-sexusl-abuse syndrome. The evidence

againat such a syndrome includes tha variety of symptoms children manifest,
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and the absence of a particular symptos in a large majority of children.
Despits the lack of a single symptom that occurs in the majority of victims,
both sexualized behavior and sysptons of PISD occurred with relacively high
frequency. Thess also appsarsd to bs the only two symptoms sore common in
sexually abused children than in other clinical groups. Even theugh they do
not occur in all victims, some theorists have forvarded PTSD and sexualized
behaviors as the core manifestations of sexual sbuse trauma (Corvin, 1989;
Jampole & Weber, 1987; Wolfs, et al., 1989), so the svidance pertaining to
these two symptoms is vorth reviewing more carefully.

The frequency of gexualized behavier in sexually abused children
(including frequent and overt self-stimulation, inappropriate sexual overtures
toward other children and adults, compulsive talk, play and fantasy with
sexual content) is somevhat difficult to detsrmine. Although it is ths most
Across six
studies of preschoolsrs (the children most likely to manifest such symptonms)
an average of 35 percent exhibited sexualized behavior. Friedrich, Grambasch,
Damon, Hewitt, Kovsrola, lang and Wolfe (in press), using an instrument
specially designed to measure such bshaviors, nmay detect somewhat higher
percentages. But across all sexually abused children it may be only half of
a1l victims. Ths lovest estimats (7 percent) vas based on a very large study,
including many well-functioning and older children. Besides sanple and
methodological difisrences, other varistions may well arise because ths
concept 1tself (sometimes it is called insppropriate sexual behavior and other
times it is called sexual acting out) can be vague. Further, soms foms of
sexualization may be quite minor and transicory (such as play vith anatomical
sven affecting a child's

dolls), while others may be deeply etched,

physiology. Putnas (1990; F. Putnsa, personal commmication, January 10,

-
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1991) and collsagues detected slevated hormons lsvels among some sexually
abused girls, and svidence that onset of puberty was advanced for these girls
by as much as ons ysar. Although such physiological changes could be ths

effect of sexualization or, alternatively, ons of its sources, it suggests hov

profound and pervasive tha impect car de.

Vhile sexualization is relatively specific to sexual abuse (more so than
symptoms such as depression), non-sexuslly ebused children may also bde
sexualized. For exasple, Dsblinger, Mcleer, Atkins, Rslphs & Fos, (1989)

found that 17 percent of physicelly (but not sexually) abused children

exhibiced sexually inappropriate behavior. Although Sexualized behavior may

be the most charecteristic symptos of ssxual abuse, and the one that best
discriminates betveen abused and non-abused children, still as many es half
of victinms ﬁy not bs overtly sexuslized, and thie symptos does not occur only

{n sexually sbused children. Froa e clinicel point of view, this syoptoa may

indicats sexual sbuse, but {s not completely diagnostic since children can
spparently sppesr to be sexualized for other ressons.

The evidence for PISD as s centrel effect of sexual abuss is also {cs
reletive frequancy (particulerly in praschool and school-age victims) and its
higher incidence {n sexual abuse victims than in other clinicel groups. Some

cliniciens have, in recant years, cleimed that child sexual abuse victims

1986), bur the

alsost universally suffared from PISD (s.g., Fresderick,

resesrch doss not support this. The two most thorough clinical eveluacions

of PISD (sccording to DSM-IIIR criteris) found that 48 percent of sexuslly

sbused children in one study (McLser, et el., 1988) end 21 percent in another

(Deblinger, et el., 1989) could be disgnosed es having PTSD. Although many

other children heve related sysptoms, such es fears, nightmares, somatic

QO complaints, sutonomic arousal end guilt feelings, it is not clear whether this
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{s evidence for PTSD dynamics or other symptoms. Norsover, it is well
establiehed that many non-sexually sbused children suffer from PTSD, so that
PTSD is not specific to sexual abuse.

PTSD has served as s focal point for analysis of sexual sbuse traums, in
pert because it is e well-developed, gensralized theory of traumstic
processes. Finkelhor (1987), however, has raisad sowe questions about how
.mu the modal of PTSD eccounts for sexual abuse traumsa. Theorists describe

'PTSD as resulting from expsriences that ere overvhelming, sudden, and

‘dnngorous (Figlay, 1986; Pynoos & Ech, 1985). Much sexual sbuse, howaver,

lecks these componsnts, especially abuse which occurs through manipulation of
‘the child's effectio. s and pisrepresentation of social standards. Thus, vhile

'many children may suffer such syuptoms that are expleined by the PISD model,

sasing PTSD

“ the theory end the empirical findings do mnot supporc

-symptomatoloegy es universel to sexusl abuse or as the most characteristic
pettern.

There is st least one other "core-synptca® theory about the effect of
saxual abuse, ons that argues that the central damags {s to children's self-
image (Begley & Young, 1989; Putnam, 1990). According to this viev, it is the
damaged self-image, not the sexusl sbuse par _se, that lesds to other

difficulties. But this theory should find thet disturbed self-esteen is one

_of the most consistent, pervasive and long-lasting sffects of sexusl abuss.

Unfortunately, while many victins do have low self-esteem, researchers have
had considerably more difficulty demonstrating this phenomenon (e.§..

Mannarino, et el., in press). It {s not certain whether poor sslf-esteem,

which has been assessed primsrily through self-reports, has been sffeccively
peasured. But the evidance to date does littls to support the theory that

self-esteem is the core elemsnt of sexual abuse tresumatization.
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Mulgl-facatad Nodels of Txaumatization

Oversll, the asbsence of ons dominant and consistent set of syaptoas
argues against these core-domain theoriss. Rather, these data suggest that the
impact of sexual sbuse is more complicated bacsuse it produces sulti-faceted
effects. Ssveral concaptual modsls ars consistent with such a pattern. One
model (Finkelhor & Browne, 19385) suggests that sexual abuse traunatizes
children through four distinctive typss of mechsnisas, which account for the
variety of outcomes. The four mechanisas have been termed 1) traumatic

sexuslization, 2) betrayal, 3) stigmatization, and 4) poverlessnass.

Traumatic sexualization includes a variety of processes such as the
inappropriate conditioning of the child's sexual responsiveness and the
socialization of the child into fsulty beliefs ard sssumptions about sexual
behavior. Betrayal includes the shattering of th: child's confidence that
trusted persons are interested and capable of protecting her from harm,
Scigmatization covers all the mechanisms that undermins the child's positive
self-image: the shans that {s instilled, the ostrac’— the child suffers, the
nsgative stersotypes that are acquired from the culture and immediate
environsent. Finally, powerlessnass comprises PISD-typs mechanisas (intense
fear of death or injury from an uncontrollable event) as wsll as the repsated
frustration of not being able to stop or escape froa the noxious experience
or slicit help from others. Thess mschanisms are present to varying degrees
and in different forms {n different abuss scenarios. .

In addition, the model proposes that certain symptons ars more closely
related to certain dynamics. The sexualization Sysptoms have an obvious
connection to the traumatic sexualization processes; self-esteen is connected

to stignatization; fesrs and PTSD to the poverlessness. Littls research has

been carried out to confirm the model cue in part to its complexity, the
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varisty of different sechanisss posited, and the difficulty of clearly

delineating and msasuring thes.

Other theorists have also sdopted s multiple dynamics approach to account

for the seseming variety of sexusl abuse symptoms. DBriere {in press) has

developed such a model whose dynamics imcluds: 1) negative self-svaluation,

2) chronic perception of danger or injustice, 3) poverlessness and

precccupation with control, &) dissociative control over avareness, 3)
impaired self-xefersnce, and §) reduction of painful intermal states.

In addition to these slaborats sulti-dynamic models, a diffsrent model

" that allowvs for complexity but with a very simple theory, is ons that posits

sexual abuse as simply a generalized stressor. In this modsel, the child would

" bs likely to develop problems in whatever srea he or she may have had a prier

vulnarability. This model would predict a high degres of similarity between
the effects of sexual abuse and the effacts of other childhood stressors such
as parental divorcs. Thers is some evidence to support this view,
particularly our findings that show the similarity on soms sysptoms between
sexually abused children and other clinical groups. On the other hand,
sexuslly asbused children do tend to exhibit some characteristics (such as
sexualized behaviors) that are much more coamon among sexually sbused children
than thsy are among other clinical groups. Thess types of effects argus
against sexual abuse merely as a gensralized stressor.

The third hypothesis states that family dysfunctions or a general
maltreating envirommsnt, not the sexually abusive sctivities per ge, are st
the root of the traums in most sexually abused children (Clausen & Critcendsn,
1991). This model {s supported by apparsnt similarities in the range and types
of problems manifested by all abused children. Howsver, certain evidence fxom

describsd in the present reviev argues agsinst such 3
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conceptuslization. First, studies shov that nonabused sidlings (i.e.,

children raised in the same dysfunctional families) show fewer symptoms than
do their abused sidlings (Bentovim & Boston, 1988; Lipovsky, Ssunders &

Kurphy, 1989).
consistently shovs strong relationships between specific charscteristics of

In addition, the reviev of 25 studies presented in Tadble 5

the sexus]l abuse and the symptomatology in the children (e.g., Newberger,
Cremy,& Vaternaux, 1990). All of this arguss for traumatic processes inherent
{n the sexual abuse itself that is independent from a generalized fasily
dysfunction or gensralirzed maltreating environmsent.

This is not to 7ay that prior vulnarabilities, a maltreating environment,
and fanily dysfunction do not contribute to traumatization as well. Research
such as Conte and Schuerman (1987a; 1987b) demonstrates that both abuse-
relatesd factors and family dysfunction contribute to children's trauma. And,
they find that over time, the abuse-related factors ars less influential than
are the continuing family processes such as the amount of fanily suppert for
the child. This suggests a grand modal of sexual abuse trauma that includes
effects that are both more and less specific to sexual abuse, and that arise
from both the abusive acts in particular, which also intrract with prior
the health or toxicity of the family

vulnsrabilities of the child,

environment, and the social response to the discovery of abuse.

Sumpacy

The ressarch to date points to an array of traunatizing factors in sexual
abuse, vich sexuslization and PTSD as frequent, but not universal, processes.
The traunatic impact of the abusive acts themselves (e.g., their frequancy and
severity) has been established, as well as the likely contribution of other

fanilial and environsental conditions. The role of disturbance to self-asteem
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has not beaen as wall substantiaced, vor has the role of a child's prior
digpositions or vulnsrabilicies.

This theorstical discussion has isplications for climicians as well as
ressarchers. The range of symptons, the lack of s single predoainant sysptos
pattern, and the absence of sysptoms in so many victims clasrly suggest that
diagnosis {s complex. Sywptoms camnnot bs easily used, without other evidanca,
to confirm the prassence of ssxusl sbuse becasuse the sffects of adbuse can
ssnifest themsslves in too many ways. Certainly, ths absence of sysptoms slso
cannot be used to ruls gut sexusl sbuss. There are toe many sexuslly abused
children who are sapparently asymsptomatic. This finding 1s especially
{mportant for those conducting forensic svaluations.

It may bs possible, as Corwin (1989) has argued, to find a combination

of symptoms that is extremely diagnostic of sexual abuse, especially in

certain subgroups of victims (for axample, preschool children with certain

kinds of sexualized bebavior, and post-traunstic play), and research tovard
such a screening dsvice may be varranted. But the svidence suggests that such
a device would idantify only a small percentage of victims, and that ons could
conclude nothing at all froem the absence of such symptos patterns.

Although conclusions such as thess are useful, we also think this
discussion highlights a glaring inadequacy in the literaturs: a nearly

univarsal absence of theoretical underpimnings in the studies being dons on

this subject to date. Studies evince a great deal of concern about the effects

of sexual abuse but disappointingly little concern about why the effects
oceur. Few studies are undertaken to establish or confirm any theary er
explanation about vhat causes children to be symptomatic. Rather, most simply
document and count the existence of symptoms and some of their obvious

correlates. This accounts for ons of the main reasons that, in spite of
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pumerous studies since the Browns & Finkelhor (1936) review, thers have been
fev theoretical advances.

Futurs studies nsed to turn such mors to the development and confirmation
of theory. Those who believa that different mechanisms resulc in different
sysptoas need to begin to search for such sechani{sss. For example, {f
dissociation 1s theorized as an scquired strategy for sscaping from unpleasant
ssotions, then researchers need to document the presence of the cognitive,
effective and physiological underpinnings to this mechsnism end relate it to
the trauzma itself. By contrast, those who ses sexual sbuse as a generalized
stressor nesd to conduct studies that relate the effects of sexual sbuse to
pre-existing vulnerabilitiss in zoping. The dialogue about variables that
mediate the effects of abuse need to be enrichad and idess forwarded about hov
to study and test their existence. This process of improving research might
be assisted vhen the sexual abuse researchers join forces vith those who study
related symptomatology in nonabused children. The only place that this has

happened is in the work genereted by the importation of PTSD theory intoe the

field, and it is only by furcher developing this cross-fertilization that

advances can continue.

Mathodological Issues and Directions for Future Research
Although the studies revieved here signal an enormous improvement in
methodology, this reviev highlights many major areas vhere current designs
could ba improved or refined. Soms more specific suggestions for improvement
ares listed belov.
1. Improving messuxes of impact.

The literaturs on effects has relied extensively on parent-completed

checkliscs of children's synptomstology, and particularly the Child Behavior
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Howsver, two sets of findings bave Taised concerm asbout the
Ons shovs that mothers' judgeents about thefr

Checklist.
validity of thase measures.
children's sysptoms are highly related to their own level of distresa and
villingness to believe their children (Everson et al., 1989; Newberger et al.,
1990). A second shows poor association between parents and children’s own
reports (Cohen & Mannarino, 1988; Kelly & Ben-Neir, in press).

1t does seem pleusible that parents might be bissed reporters, especislly
in the contsxt of a family probles 1iks sexual abuse wvhers parents can
experiencs strong feelings of guilt or ambivalence about a child's disclosurs.
But other findings suggest that psrent reports ars nonstheless relatively
valid and, in the context of currently used instruaents, probably better than
their children’s reports. For example, while dapressed mothers reported more
child syoptons than non-depressed mothers on the CBCL, the essessments still
differentiated disturbed and non-disturbed children, when depression was
statistically controlled for (Friedlander, Weiss & Taylor, 1986). Moreovar,
mothers’ ratings tended to be more similar to and correlated better vith
therapists’ and teachers' ratings than to those of their children (Shapiro,
Leifer, Martons & Kassen, 1990; Tong, Ostes & McDowsll, 1987). It sppears
from several studies (Cohen & Mamnarino, 1988; Shapiro, et al., 1990) that
children's self-reports seen to sininize problems like depression or low self-
esteen that are noted by parents and therapists. Why this is so is not clear.

One clear implication from &m is that studies should not rely on
children's szelt-reports slone. Ideally, studies should try to obtain
assessments from sultiple sources, as the recent Vaterman, et al. (in press)

study did. In addition, research needs to be undsrtaken to improve the

validity of parent reports and especially, if possible, children's self

asssssments.
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A second concern, raised in part by the issus of sesningly asymptomatic
children, is vhather the instxruments currently being used are sensitive enough
to messurs consistently and accurately ths trmms of sexusl abugse. Several
groups of ressarchsrs, recognizing particularly ths limitations of che CBCL,
have branched out in sttempts to develop such sensitive measurss. Friedrich,
ot al., (in press) have greatly expanded CBCL symptom items in the domain of

sexuality. Lanktres and Briere (1991) sre attempting to adapt ths Traguma
Sy..,ptom Checklist, highly successful in differentisting sexuslly abused
adults, for use with children. Wolfe and colleaguss (1989) hava developed
scales to measurs mors sensitively PTSD-type symptomatology. Such efforts
nesd to be continued and elaborated.
7. grester differentiscion by age snd gapdex.

Many studies have included subjects from very broad age ranges {such as
3 to 18), and grouped them together to discuss syaptoms. Similarly, studies
have elso groupad boys and girls together. As we have shown in Tabls 4, this
grouping togsther of all sges can nask particular developmental patterns to
the occurrence of soms symptoms. At a minimm, future research should divide

children into preschocl, school-ags, snd adolescent age ranges vhen reporting

data on percantage of victims with symptoms. It would be better to provida

even more detail on the effect of age at assessment on the manifestation of

syoptons. A parallei effort is needed in regard to gender.

3. Expanding the analysis of intervening varisbles.
This review has confirmed that abuse-related variables are associated

with outcoms, snd thus should be regularly included in snalyses. However,

sany other factors probably are influentiasl as well, and more focus should be

placed on understanding their rols. Thess include such things as children's

{ntalligence, coping skills, prior adjustment and cognitive interpretation of
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the sbuss. It also includss children's family and socisl savironment, as vell
as the actions taken by professicnals in responss ¢o their disclosures.
Another factor which needs to bs regularly taken into account is time slapsed
since the end of the abuse. In some samples, several years mighe have slapsed
since the abuss ended and the child was assessed, and during this time

symptons may abate.

6. lopgitudinal Regearch and Developgental Theorv.

One approach that may help us to do more theory-driven research, as well

as to respond to the msthodological issues reissd here, is to take mors of a

developmencal perspective. Current rasearch has tendad to focus on

assesspents of trauma at s specific age or point in time. But we neesd to know
 more about the courss of symptomatology and rscovery over tims. The
% syoptomatology of a 15-year old molested at age & msy be different from s 15-

year old molested at age 14. Sysptoms msy tend to reoccur at different

developmental stages and asymptomatic children may later become symptomatic.

Even in the sbsence of funding, any research on outcomes should at least pave
the vay for possible later follow-up by gaining permission to recontact
subjects and by recording data that will facilitate such research i{n the

future.

the uss of theoretical

Such longitudinsl studies will encourage
perspectives such as the life-span developmantal approach for studying sexual
abuses (ses Baltes, 1987; xcl;dall-Tachtt, 1991b; Starr, Maclsan & Keating,
1991). One of the key postulatas of that sapproach is that development is 1ife-

long. This means that childrsn and adults are dynamic, continuslly groving

and adapting to their environments. Current sexusl abuse research tends to

take a snap-shot view of davelopment, looking at bshavior or outcozes only

once. Undarstanding that development is life-long, and studying sexual abuss
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wichin this context, msy eventually solva the riddle of the asymptomatic child
and give us s wore complets sense of hov children process trauns.
Another postulate is that developmsnt s sulti{-dimensional, which means

that at any given time, changes are occurring in a person's behavior, thoughts

or emotions at every dsvelopmsntal stage. Research on the effects of sexual

abuse on children tends te be unidimensiomal, in that it focuses on

predominently negative outcomes. Rare is the atudy that u1lso considers the

coping mechanisms children and adults use, and can explain why some survive
or even thrive {n extremely noxious circumstances, wvhile others do not.
Another tenet of the life-span spproach is that development occurs within

a context. This context can be the family situation prior to disclosure, the

child’'s subsequent

ages during which the abuse occurred (and the

interpretation of the abuse at various ages), the kinds of upport available
both within the fanmily and from the community at lsrge, and the higtorical
context that surrounds the abuse and disclosura (e.g., disclosures prier to
the increass in public awareness vs. after this incresse).

Studies conducted with this type of conceptual framework could readily
incorporats the many intervening variables that modify the affects of abuse.
In addition, it offers a richer desscription of why children end adults
manifest certain symptoms ac sach developmantal stage and how people cope with
psychic trauma.

In suzmary, the above recommendations should encourage researchers to use
more sophisticated research designs and devslop more coaplicated models of the
effacts of abuse. As a fleld, wa have looked in isolation at many of the

factors that are related to impact of sbuss. Nov it is time for us to combine

them into & more realistic modal of how children sre saffected by abuse. We

are now ready to move beyond the question of how sexual abuse affects children

16
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and to start asking why. This type of Imewledge would provide helpful

theoretical information about the mschaniss and processing of psychological
trauma, It would alse provids guidelinss about vhers we can effectivaly

{ntervens to ameliorats the effects of saxual gbuse and aid children in their

healing process.
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Notes

1) Note that vhen we refer to victins, wa mean victims wvho have coms to '

public attention. The findings froa this review cannot be generalized to
One !

unreported victinms for vhom impact may be substantially different.

controversial study of unreported victins from the Netherlands (Sandfort, ‘

1982; 1984) claims that certain (primarily adolascent) boys have relationships
wvith adult pedophiles which they describe {n positive terms and appear to have
no negative effects. Because these boys vere nominated for the research by
the pedophiles themselves, who were invulved in a pedophile advocacy group,
it is difficult to know to what group of children such findings could be
generalized.

2) Internalizing and externalizing are composite symptoms found on the
Child Behavior Checklist. Intsrnalizing {s withdrawn behavior, depression,
fearfulness, inhibition and overcontrol. Externalizing includes aggrsssion,
antisocial and undercontrolled behavior.

3) Criteris for including studies in this review were as follows: they
rsported an exact § value, or [ value froo a univariate ANOVA; they reported
degrees of freedon; and there vas only one dsgres of freedom in the numerator.

4) [Eta allows us to exanine ths effects of sexual sbuse apart from
saople size, and thersfors provides a standard coefficient by which to compare
findings (Rosenthal, 1984). In addition ets is comparable to s Pearson ar.*
thersfore provides an index of the strength of the relationship betvean sexual
abuse status and manifestation of a symsptom. Etg-3g tells us how much of the

variance vas accounted Zor by the child's sexual sbuse status.
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Table 1 Table 1, cont'd
Sympton Nonclinical Clinfecsl
fenglinical snd Glinicsl Comparison Grouns
Total N SAONSA/ SASNSA Fo DIff SACNSA Total N
of studias N of studies (NMumber of studies)
Symptom Nonclinical Clinical
SEXUALIZED
Total N SAONSA/ SADNSA No Diff SAC NSA Toral N BEMAVIOR
of studies N of stu'les {Mmber of studies) inspprop. sexual
behavior 23 8/8 6 2 0 8
ANXIETY 14 5/8 1 2 0 3 prosiscuous 2 --- -- .- - --
FEAR 6 5/5 1 0 2 3 SCHOOL/LEARNING
PROBLENMS 13 $/6 0 1 2 3
PTSD
nightmares 3 1/1 1 .- .- 1 BEHAVIOR PROBLEMS
hyperactiv-
genaral 5 1/1 1 0 0 1 ity 9 5/7 0 1 4 5
DEPRESSION regressive/
depression 17 10/11 1 2 2 5 {amaturicy ? 2/2 1 0 1 2
withdrawn 14 11/11 1 1 3 5 11legal
acts 4 .- -- .- .- .-
suicidal 7 0/1 -- - - -- running
avay 6 1/1 .- -- .- --
POOR SELF
ESTEEM 11 3/6 -- .- -- -- genaral 5 2/2 -- .- -- --
SONATIC SELF-DESTRUCTIVE
COMPLAINTS 1¢é 9/11 1 3. 3 7 . BEHAVIOR
substance
MENTAL ILLNESS abuse 5 .o .a - e e
nsurotic 3 2/2 0 2 2 4
self-injurious
other 12 6/1 0 4 2 6 behavior 4 111 .- .- .- .
AGGRESSION CONPOSITE SYMPTOMS
asggrassion/
ant{social 15 10/11 0 1 6 7 internall-
zing 10 8/8 0 2 1 3
cruel 2 272 0 1 0 1
externalf-
delinquant 7 6/6 0 1 3 4 zing 11 1/7 0 1 2 3
r
)
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Table 3

Pexcantags of Saxually Abused Children with Syaptoss

fabdle 2

emwumjmnﬂmlm

Syaptom
Sympton Effect Sizas
% with Range of Number of Nunber of
syuptos percentages studies subjscts
Nusber of Range of Average Average
Studiess Eta-Sq Eta Eta-Sq
ANXIETY 282 14-68% 8 688
Aggression 4 .37-.711 -66 .43 FEAR 33z 13-452 5 477
m‘.t’ 3 .01..28 .39 .15 PTSD
nightoares 31X 18-68% 3 605
Deprassion 6 .06-.68 .59 .35
general PTSD 53 20-77% 4 151
Sxternalizing 5 .08-.52 .57 .32
DEPRESSION
Incsrnslicing 6 -11-.70 -62 .38 depression 282 19-52% 6 753
Sexualized withdrawn 2% 4-52% S 660
Behavior 3 .19-.77 .66 .63
suicidal 12% 0-45% ] 606
Withdraval [ ,12-.68 .60 .36
POOR SELF
ESTEEM 352 5-76% 5 483
SOMATIC
COMPLAINTS 14X 0-60% 6 540
MENTAL ILLNESS
neurotic 30% 20-382 3 113
other 6X 0-19% 3 . 533
AGGRESSION
aggression/
satisocial 212 13.50% 7 658
delinquent 8x 8z 1 ‘ 25
SEXUALIZED
BEHAVIOR
-inapprop. sexual
behavior 282 7-90% 13 1353
promiscuous 38z 35.48% 2 128
r
Y !

N
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Table 3, cont'd Table 4
Paxcencage of Children wich Svmntoms by Age Group
Symptom .
I with Range of Busber of Bumber of Age Groups
sysptoa percentages studies subjects
Preschool School-age Adolascent Nixed
SCHOOL/LEARNING % of Subjects .
PROBLENMS 18% §5-32% 9 652 {Fumber of studies/Nunber of subjects)
Syopton
BEHAVIOR PROBLEMS
hyperactiv-
ity 172 6-282 2 133 ANXIETY 612 23z 81 182
(3/149) (2/66) (1/3) (4/470)
regressive/
{masturicy 14% 14-44% 6 626 FEAR 13% 45% - 31X
{1/30) (1/58) (2/389)
fllegal acts 11z 8-272 4 570 PTSD
nightmares 55% 47% 0 192
running (3/183) (1/17) (1/3)  (2/002)
avsy 15% 2-63% 6 641
genersl PISD 77X -- -- izx
general 37¢ 28-62% 2 66 (1/711) (3/80)
SELF-DESTRUCTIVE DEPRESSION
BEHAVIOR depression 33x 31x 46% 181
substance (3/149) (2/66) (3/129)  (2/4609)
abuse 112 2-46% 5 786
withdrawn 10% Jex 45% 15%
self-injurious (1/30) (1/38) (2/126)  (3/446)
behavior 15% 1-71% 3 497
suicidsl 0x -- §1% E2
COMPOSITE SYMPTONS (1/37) (3/172) (2/397)
internali- . POOR SELF .
ging 30% 4-48% 3 293 ESTEEM ox 6 3 38%
(1/23) 17 (1/3) (4/438)
externali-
ging 23% 6-38% 3 295 SOMATIC
CONPLAINTS 132 -- k134 12%
' (2/54) (1/766)  (2/6442)
MENTAL ILLNESS
neurotic 202 38z 263 --
(1/30) (1/38) (1/25)
other 0x 192 16% B J
(1/37) (1/58) (2/69) (1/389)
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Tadble &, cont'd Table &, cont'd
Age Groups Age Groups
Preschool School-age Adolescent Mixed )
Preschool School-age Adolescent Mixed
X of Subjects
(Nusber of studies/Number of subjects) X of Subjects
Sysptoa (Nunber of studies/Number of subjects)
AGGRESSION Sympton
aggression/
antisocisl 27% 45% .- 16% .
(3/156)  (1/58) (3/446) it
substance
delinqu--t -- - 8% - abuse .- .- 31 2%
N (1/25) (2/128) (3/658)
SEXUALI? self-injurious
BEHAVIOR dehavior - - 71% 1X
1::3::2;: soxual 352 6 oz 24% COMPOSTITE SYMPTOMS @28 189
(6/334) (117 {1/3) {7/999) 118
prosiscuous -- - gz -- 1::;;“‘11 ) 481 .- .- 241
(2/128) (1/69) {2/226)
SCHOOL/LEARNING .
FROBLENS 192 31 231 173 el 183 . . 231
(2/107) (1/58) (2/69) (2/418) (1.89, (2/226)
BEHAVIOR PROBLEMS
hyperactiv- ‘
ity 9L 23% ox .-
(2/5%) (2/75) (1/3)
regressive/
{omaturity 36X 391 oz 15%
(4/159) (2/75) (1/3) (2/389)
1llegal acts -- -- 27 83
{1/101) (3/469)
running
avay .- .- 458 43
(3/172)  (3/469)
general 623 .- -- 28%
(1/17) (1/49)
P
) t()
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Table 5
Influsnce of Intervening Varisbles.
Varisble Number of Studies
N v/ signif Total N Direction of Findings
differencs
in iopact
ACE OF CHILD
at assess-
asnt 7 10 Older children are morxe
symptomatic in five studlies.
at onsst 1 3 Not clear.
SEX OF VICTIM
5 8 Differsnt patterna of
syoptoms for boys & girls.
PENETRATION/SEVERITY
6 10 Oral, anal, or vaginal
penstration related fo
incrsassd syoptoms.
FREQUENCY 4 6 Higher frsquency rslated to
increased symptoms.
DURATION 5 7 Longer duration related to
increased symptons.
PERPETRATOR 7 9 Increased sysptoss for
perpetrators closs in
ralationship.
NUMBER OF PERPETRATORS
1 3 Not clear.
1ACK OF MATERNAL SUPPORT
B 3 Lack of support related to
increased symptoas.
FORCE L] 6 Use of force related to

60

increased sywptoms,

Table S, cont'd
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Varisble Musber of Studies
N w/ signif Total N Dirsction of Findings
differance
in fopact

TIME ELAPSED SINCE LAST

ABUSIVE INCIDENT 1 ; Not clear.

CHILDREN'S ATTITUDES &

COPING STYLE 2 2 Negative outlook snd coping

style related to incrsased
sysptons.
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X SOURCR.C
Adass-Tucker, 1982 2-16 28 SAT/I/E - - --
Basta & Pstersen, 1990 4-10 2 I/E 6-10 16 NA-Com,
Bentovim & Boston, 1988; 2-16 411 SAS/I/E 2-16 362 RA Sibs.

Bentovim, vanElbersg, .

& Bosten, 1988
Surgess, Hartman,

MoCausland & Powers, 6-16 46 SAT/E* - - -

1984
Burrs, Williaxss, &

Finkelhor, 1938 2-5 87 SAT/DC/E - - -
Caffaro-Rouget, Lang

& VanSanten, 1989 1-18 240 SAT I/E 2-18 113 NA-Com.
Cohen & Mamnarino, 1988 6-12 24 SAT 1/E - - -
Conte & Schuerman, 1987 a & D 4-17 389 SAT I/E 4-17 318 NA-Conm.
Dedblinger, McLaer,

Atkins, Ralphe & Foa, © 13 29 IPT I/E 3-13 29 PA/IFT

1989 3-13 29 RA/IPT
Einbender & Friedrich, 6-14 46 SAT I/E 6-14 46 NA-Com.

1989
Elwell & Ephross, 1987 5-12 20 SAT/I/E -- - -
Erickson, 1986 =6 11 HRI 46 67 NA-Same Group
Everson, Hunter, Runyan,

Edelschn, & Coulter, 6-17 88 SAT I/E - .- -

1989
Bverson, Bunter &

Runysn, 1991 11-17 44 SAT I/E -- .- -
Feltman, 1985 10-17 N SAT I 10-17 24 NA-OPT
Friedrich, Beilke 3-12 93 SAT I/E 3-12 64 NA-OPT

& Urquiss, 1987 78 NA-COM
Friedrich, Beilke

& Urquise, 1988 3-8 33 SAT 1/E - - -
rrtm‘“ & Lﬂ.ck.. "11 22 “’ I,!“ ey - -—

1988 5~13 22 SAT I/E+
Friedrich & Reans, 1987 3-7 8 SAT I/E -— - -
Friedrich, Urquisa

& Beilka, 1986 3-12 85 SAT 1I/E Norms -- -

Al
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AUTEORS AGE Y ik SOURCE ¥ AGR C =S SOURCR &
Gale, Thompson, <7 37 SAT I/E <7 a3 NA-OPT
Morsn & Seck, 1988 13 PA-OFY
Gomes-Schwarts, 4-18 113 SAT I/E Clinical and nonclinical
Borowits & Seuszier, norms
198S; Gomes-Schwarts,
Horowits, Cardarelld,
& Sauszier, 1990
Jampole & Wsber, 1987 3-8 10 SAT/NR 3-8 10 NA-Com.
Kelly, in press s & b 4-14 89/ RSA/SA/E 5-14 32 RA-Daycare
Kelly & Ben-Msir, in 15
press; Lusk, in press
Kelley, 1989 4-11 32 DC 4-11 67 NA-Daycare
3s RSA/E
Kolko, Moser & Waldy 5-14 7 SA/IPT/I/E 5-14 &4 NA-IPT
1988 22 SA&TA 5-14 30 PA-IPT
Lindberg & Distad, 1983 12-18 27 cH/I - - --
Lipovaky, Ssunders, M=12.2 100 SAT/I M=12.2 100 NA Sibs.
& Marphy, 1989
Mannarino & Cohen, 1986 3-16 AS SAT/1/E - - -
Msmnarine, Cohem 6-12 94 SAT/1/B 6-12 89 NA-OPT
& Gregor, 1989 75 RA-COM
McLeer, Dablinger,
Atkins, Foa & Ralphe, 3-16 k3 | SAT/1/8 - -- -
1988
Mian, thtlm-
Klajner-Dismond,
LeBaron & Winder, 1986 <6 125 CR/I/E - -- --
Morrow & Sorrell, 198% 12-18 101 SAT/1 - -- -
Newberger, Greoyy &
Waternsux, 1990 6-12 A9 SAT/I - - -
Orr & Downes, 1583 9-15 20 SAI/IE 9-15 20 NA-ER pop
Rimsss, Bers & Locke, 2-17 72 SAT/I/E/ 2-17 72 NA/Clinic/CR
1988 R
Runyan, Bverson, §-17 75 SAT/I/E .- - --
Edelschn, Bunter
& Coulter, 1988
Shapiro, Leifsr,
Martone & Xassem, 1990 ' 5-16 53 SAT/I/E 3-1¢ 70 NA-OPFT
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AUTRORS ASE Y i SOyRCE v Pt 44 © SOURCE ¢
Shapiro, Leifer,
Martone & Kassem, 1991 5-16 53 SAT/I/E - - ==
Sirles, Swith & Kusama, 2-17 207 SAT/I/E - - -
1989
Tong, Oates & McDowell, 3-16 49 SAT/I/E 3-14 49 NA-Cem.
1987
thite, Strom, Sentilll
& Helpin, 1986 2-6 25 SAT/NR 2-6 28 NA-Com.
White, Halpin, Strom 2-6 17 SAT/NR 2-6 23/ NA-Com. /Neglact
& Santilli, 1988 16
Wolfe, Gentils & Wolfe, 5-16 71 SAT/I/E -~ - -
1989
Vallisre, Bybee, & 4-13 34 DC/E 5-11 136 NA-Com.
Mowbray, 1988 Norms
Zivney, Nash & Hulsey, 3-16 80 SAT/I/E 3-16 70 NA-OFT
1988
€ = comparison group OPT = ocut-patient trestment
CE = children’s home PA = physically abused
CR = chart review RSA = ritualistically abused
Com = commnity in day care
DC = gexuslly sbused in day care SA = sexually abused
FRY = high-risk infant follow-up SAT = sexusl abuss trestment
1/E = intra- and extrefamilial abuse or svaluation,
IPT = in-patient treatment out-patisnt unless
KA = non-abusad indicated
NR = data not reported in article VvV = victims

= children in sex rings
= gexually agressive victims
» non-sexually aggressive victims

*
e
+
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